Post-mortem examination (Dr. A. H. Cruickshank) revealed a small liver (1,370 g.). The capsule was wrinkled and the subcapsular surface was extensively mottled by haemorrhage. The cut surface showed mottling with alternate areas of pallor and congestion. The common bile duct was patent, the portal and hepatic veins normal. The gall bladder did not contain any stones. The spleen was moderately enlarged (540 g.) with scattered subcapsular haemorrhages. The stomach, duodenum, and jejunum contained altered blood. There was a submucosal haemorrhage in the lower third of the oesophagus. No obvious bleeding point was found in the gastrointestinal tract. The heart (428 g.) showed subepicardial petechiae and a large (4x 1-5 cm.) subendocardial haemorrhage on the left side of the intraventricular septum. Blood was present in the trachea and main bronchi, and haemorrhage in the submucosa of the hypopharynx. There was no laryngeal obstruction.
The lungs were moist and deeply congested.
Both kidneys showed a pale jaundiced cortex. Histology of the liver showed extensive hepatocellular damage. Complement fixation tests for viruses (Dr. Bruce White) were performed on serum taken during the actual illness and on stored serum taken in January 1969. Apart from a rather high titre for cytomegalovirus (1/64) both specimens were normal. Serum used successfully as a source of SH antigen gave a weak positive agglutination.
The clinical and necropsy findings here are fully compatible with the diagnosis of serum hepatitis.
Cryo represents a considerable advance in the management of the severe haemophiliac. This and other centres have used many thousands of units without mishap and we do not know of a similar case in Britain. It is important to re-emphasize the potential danger of cryo to ensure its use only when strictly needed. A check should be kept of the source of cryo to trace any serum hepatitis which may occur in future. It is legitimate to consider the geometry of the adjacent atrial and ventricular chambers as a diffuser whose main function is pressure recovery during diastole. By controlling the boundary layer of fluid entering the ventricle at this critical moment of time, full expansion of the jet is achieved and pressure recovery throughout almost doubled, though the amount of lateral suction that needs to be applied is slight.4 Lateral suction as the result of outward movement of the ventricle wall certainly does occur to a major extent throughout diastole with respect to fluid entering the ventricle, and is responsible for continued control of the boundary layer.
